Kidney disease is an important cause of morbidity and Background: mortality globally. However, there are limited data on the prevalence of impaired kidney function in sub-Saharan Africa. We aimed to determine the prevalence of reduced kidney function and associated factors in a rural Ugandan population.
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Introduction
Chronic kidney disease (CKD) is an under-recognized noncommunicable disease, associated with a high morbidity and mortality. It is estimated that one in ten people are living with kidney disease worldwide and the prevalence may be higher in low-income countries such as Uganda 1,2 . However, as shown in a recent systematic review the quality of data is often poor, frequently using convenience samples in high-risk populations 3 . Furthermore, only 2% of the studies included in this review used the CKD-EPI equation for calculation of estimated glomerular filtration rate (eGFR) which, based on limited data, has been found to be the best estimate of population CKD prevalence 3,4 . There is little distinction between impaired renal function and chronic kidney diseases in most of the studies from sub-Saharan Africa where these two are used interchangeably 3 . It is thus more appropriate to use impaired renal function rather than CKD when creatinine and albuminuria are measured once with no repeated measure to comfirm chronicity. Community-based studies of the prevalence of impaired renal function have shown marked variation in results. Among people living with HIV/AIDS, estimates range from 0.7% in Rakai, Central Uganda, 14.4% in Gulu, Northern Uganda, 26.5% in Zambia to 41.3% in Tanzania 5-8 . Among HIV-negative populations, estimates range from 2.5% in Wakiso, Central Uganda to 26.5% in Tanzania 8,9 . Hospital-based studies from a National Referral Hospital in Uganda show that most patients with kidney disease are young and have advanced disease by the time of presentation 10 . Thus, in sub-Saharan Africa estimates of kidney disease prevalence vary widely depending on the methods used to determine renal function and the population studied, in particular the age distribution 8,11-19 .
Globally, among the known key risk factors for CKD are diabetes mellitus, hypertension and infections such as HIV. Hypertension and HIV are important problems in Uganda with hypertension prevalence estimated to be 26.4% 20 and rising among those with HIV-infection 21 . However, the prevalence of diabetes mellitus is low compared to high-income countries at 2% 22 . Moreover, some studies have also highlighted differences in the prevalence of impaired renal function between urban and rural areas in Africa. A study from Cameroon found the overall prevalence of CKD to be 13.2%: 14.1% and 10.9% among rural and urban dwellers, respectively 23 . Late diagnosis, along with limited health care leading to poor control of hypertension and diabetes may be possible drivers of a higher prevalence in rural populations. Therefore, we aimed to determine the prevalence and associations of impaired renal function among a representative sample of a rural area of Uganda, within an existing population cohort using high quality sampling methods.
Methods

Study design and setting
The General Population Cohort (GPC) was established in 1989, by the United Kingdom Medical Research Council and the Uganda Virus Research Institute, in Kalungu District, Southwestern Uganda 24 . The cohort was initially established to examine prevalence, incidence, risk factors and trends of infection with HIV in a rural African population. More recently, research activity has broadened to include the epidemiology and genetics of other communicable and of non-communicable diseases, including cancer, cardiovascular disease and diabetes 24,25 . In brief, the GPC is a community-based open cohort study of residents of 25 neighbouring villages within one-half of a sub-county, lying about 40 km from Lake Victoria. The population is scattered across the countryside in villages defined by administrative boundaries, with a few concentrated in small trading centres. The population under survey includes approximately 22,000 people, less than half of whom are more than 13 years of age. The cohort is dynamic with new births, deaths and migration reported at each round of follow-up. Data are collected through an annual census, an annual questionnaire and serological survey from 1989-2011 and a biennial questionnaire and serological survey thereafter. Details of sexual behaviour, medical, sociodemographic and geographic factors are recorded. Blood specimens are obtained at each biennial survey. Serum is tested for HIV-1 and the remainder is stored at -80°C. Since 1989, the seroprevalence of HIV has remained relatively stable in this population, with about 8% of participants infected; in recent years, prevalence has risen slightly, with the roll out of antiretroviral therapy and consequent improvements in survival.
All eligible participants were evaluated for the study with an acceptance rate of 98%. A total of 6,397 participants were indentified in the two rounds of the GPC (2011-2012 and 2014-2015) with 5,979 (93.5%) individuals having valid creatinine results. The 418 who did not have valid creatinine did not differ significantly from those selected. Variables used for analysis were extracted from two rounds, and participants' information gathered from questionnaire and laboratory data of the survey rounds were linked by unique identifiers. For adults (18+ years for males and 16+ years for females), variables used to develop a socioeconomic score (SES), smoking status, alcohol consumption, fruit and vegetable intake and results of Hepatitis B and C tests were derived from the 2011-2012 survey round. Variables associated with participant's eGFR, age, maximum education level, current marital status, history of stroke, body mass index (BMI) and HIV status were based on the 2014-2015 survey round.
Data collection
Data collected from the GPC questionnaire regarding sexual behaviour and lifestyle factors were self-reported (Supplementary File 1). Anthropometric measurements and blood tests were performed by trained interviewers/nurses using calibrated instruments and following standard operating procedures. We adapted the World Health Organization (WHO) STEP-wise approach to surveillance questionnaire to obtain socio-demographic characteristics, lifestyle (diet, tobacco, and alcohol consumption), medical history and biophysical measurements. Blood pressure was measured using a digital sphygmomanometer (Omron M4-1). The participant had to be in a sitting position and the mean of the second and third readings taken at 5-minute intervals was used for analysis. Body weight was measured using the Seca 761 mechanical scales and body height was measured using a stadiometer to the nearest 1 kg and 0.1 cm, respectively. Both scales were calibrated according to manufacturer guidelines weekly.
Laboratory tests
Blood tests for haemoglobin, HIV screening, HbA1c, hepatitis B and C viruses, as well as the creatinine level were performed. Venous blood was tested for haemoglobin level using CT -5 Coulter Ac.T 5diff AL (Autoloader) [Beckman Coulter, North America]. HIV testing was performed using an approved national algorithm 26 . Hepatitis B surface antigen, Hepatitis C antibody and creatinine level were tested using a Cobas e 601 Auto Analyzer (Roche Diagnostics, North America). Creatinine was measured using the Jaffe method traceable to an isotope dilution mass spectrometry method 27 . The MRC/UVRI Entebbe laboratories currently have laboratory accreditation through ISO 15189 of the Kenya Accreditation Service, and are enrolled in external quality control programs for South Africa, America, Australia and the United Kingdom.
Definitions and classification
Each participant's SES was derived from conducting principal component analysis (PCA) using variables relating to household infrastructure and property ownership. Urbanicity score used in this study was derived from a previous study using information from the Round 22 survey 28 . BMI was classified according to WHO categories (weight/height 2 : kg/m 2 ): underweight (<18.5 kg/m 2 ), normal weight (18.5-24.9 kg/m 2 ), overweight (25.0-29.9 kg/m 2 ) and obese (>30.0 kg/m 2 ). Blood pressure (BP) classification was derived from the National Institute of Health guidelines: Pre-Hypertension was defined as having a systolic BP greater than 120mmHg but less than 140 mmHg, and a diastolic BP greater than 80 mmHg but less than 90 mmHg. Hypertension was defined as having a diastolic BP greater than or equal to 90 mmHg, systolic BP greater than or equal to 140 mmHg or being on treatment for high BP. Anaemia was defined as having haemoglobin levels less than 130 g/l in men, 120 g/l in nonpregnant women, and 110 g/l in pregnant women. Diabetes mellitus was diagnosed by either having HbA1c >6.5%, through self-reported measures of being previously diagnosed with diabetes, or by current treatment for diabetes.
Classification of renal function
The estimated glomerular filtration rate (eGFR) was calculated using the CKD-Epi equation, without use of the coefficient for African Americans 29 . Impaired renal function was divided into five categories analogous to CKD stages, based on the National Kidney Foundation guidelines (without including proteinuria) as: normal eGFR (≥90 ml/min/1.73 m 2 ); low eGFR (60-89 ml/ min/1.73 m 2 ); moderately reduced eGFR (30-59 ml/min/1.73 m 2 ); severely reduced eGFR (15-29 ml/min/1.73 m 2 ); and kidney failure (eGFR <15 ml/min/1.73 m 2 ) 30 . We have used impaired renal function for the study because we did not have a second creatinine after 3 or more months or measures of urinary protein excretion to comfirm CKD.
Statistical analysis
Baseline characteristics were tabulated stratified by sex. The prevalence of impaired renal function was also age standardised using the WHO world population as the reference.
We used logistic regression to estimate odd ratios (OR), along with its 95% confidence intervals (95% CIs), to identify potential factors independently associated with CKD. A forward stepwise approach was used in developing our multivariable model adjusting for age, sex, and all independent predictors of CKD.
We also conducted a secondary analysis to compare participants with eGFR<60 ml/min/1.73 m 2 to those with normal renal function excluding individuals in the low eGFR category. The population attributable fraction (PAF) of impaired renal function was estimated for hypertension, and anaemia using the adjusted odds ratios from the final multivariable model. All statistical analyses were performed using STATA 13 SE (Stata Corp, Texas, USA).
Ethical considerations
All study participants gave written informed consent to participate in the study. The study was approved by Uganda Virus Research Institute Research and Ethics Committee (UVRI-REC) and the Uganda National Council for Science and Technology (UNCST).
Results
Baseline characteristics of study participants A total of 6,397 individuals participated in the Round 24 GPC survey in 2014-2015 and 5,979 (93.5%) individuals had valid creatinine test results. The average age of study participants was 39 years (range: 16 years to 103 years), consisting of 3,626 (60.7%) females. The majority of patients had primary-level education (60.4%). HIV prevalence was 9.7% (males: 8.4%, females: 10.5%) within this study population, and about 40% of the population was classified as pre-hypertensive. The mean serum creatinine level of the study population was 66.3 mmol/l (95% CI 65.4-66.3), and using the CKD-EPI equation, the average eGFR was 109.3 ml/min/1.73 m 2 (95% CI 108.8-109.9) ( Table 1) .
Prevalence of impaired renal function
The overall prevalence of eGFR <60 ml/min per 1.73 m 2 was 1.6% (95% CI 1.34-1.99). Of the respondents, 4,792 (80.2%) were classified as normal, 1,089 (18.2%) as low eGFR, 91 (1.5%) as moderately reduced eGFR, 4 (0.1%) as severely reduced eGFR, and 3 (0.1%) classified as having kidney failure ( Figure 1 , Table 2 ). The prevalence of impaired renal function among those over the age of 16, age-standardised to the WHO population, was 1.8%.
Factors associated with eGFR <60 ml/min per 1.73 m 2 Age and sex adjusted associations with the presence of eGFR <60 ml/min per 1.73 m 2 are shown in Supplementary Table 1 . In multivariable analysis, older age, hypertension (OR 2.86; 95% CI 1.15-7.08) and anaemia (OR 2.14 ; 95% CI 1.12-4.09) were independently associated with eGFR <60 ml/min per 1.73 m 2 (Table 3) . Table 3 ).
Comparison of participants with eGFR <60 ml/min/1.73m 2 to those with eGFR >90 ml/min/1.73m 2 revealed that older age, Multivariable model adjusted for age, sex and all independent predictors of eGFR <60mls/min per 1.73 m 2 . OR, odds ratio; 95% CI, 95% confidence interval. 2 Blood pressure classification derived from the National Institute of Health guidelines: Pre-Hypertension was defined as having a systolic blood pressure greater than 120 mmHg but less than 140 mmHg, and a diastolic blood pressure greater than 80 mmHg but less than 90 mmHg. Hypertension was defined as having a systolic blood pressure (BP) greater than or equal to 90mmHg, diastolic BP greater than or equal to 140mmHg. 3 Anaemia was defined as having haemoglobin levels less than 130 g/l in men, 120 g/L in non-pregnant women, and 110 g/l in pregnant women. Only 2,064 individuals had anaemia results from the R24 of the GPC hypertension and anaemia were independently associated with impaired renal function ( Supplementary Table 4 ).
The adjusted population attributable fraction of decreased renal function attributable to hypertension and anaemia was 26.4% and 12.8%, respectively.
Discussion
We found a prevalence of eGFR <60 mL/min per 1.73 m 2 of 1.64% in this predominantly young rural community of Uganda with more than one-fifth of the study participants having eGFR <90 mL/min per 1.73 m 2 . Impaired renal function was strongly associated with age, high blood pressure and anaemia.
Comparing different prevalence estimates of impaired renal function from studies across sub-Saharan Africa is challenging for many reasons. In a meta-analysis of CKD in sub-Saharan Africa by Stanifer et al. 3 the overall prevalence was 13.9% but the majority of the studies were conducted among patients with known risk factors for renal disease such as diabetes mellitus, HIV infection and hypertension. Furthermore, only 2% of the included studies used the CKD-EPI equation for calculation of eGFR although, based on limited data, it has been found to be the best estimate of population CKD prevalence 3,4 . The age structure of population varies widely between countries in sub-Saharan Africa making standardisation to a reference population crucial for comparisons between regions or countries. In addition, the prevalence of risk factors such as HIV infection vary substantially across and within countries. We found a lower prevalence of of eGFR <60 mL/min per 1.73 m 2 in this rural setting than would be expected according to previous studies 3, 23 . This unexpected finding could be explained by the characteristics of the population under study. Over 66% of our study participants were less than 45 years of age yet CKD prevalence increases with age. The traditional risk factors for CKD like diabetes mellitus, hypertension, obesity, alcohol intake and smoking were low in our population (see Table 1 ).
We found that older age, hypertension and anaemia were associated with impaired renal function. Age is known to be strongly associated with eGFR 3,23,29 . Hypertension is both a cause and a consequence of kidney disease, and in this cross-sectional survey it was not possible to tell whether the participants had hypertension as a cause or consequence of the kidney disease. However there has been a rise in reported levels of hypertension in Uganda, from 13.7% 31 in 1969 to 26.4% in 2015 20 . Anaemia is also often a consequence of kidney disease, or may be due to shared risk-factors such as other chronic diseases. We found that anaemia was associated with kidney disease, even for patients with eGFR <90 ml/min/1.73m 2 , a level of kidney function at which a direct causal effect would not be anticipated.
We only measured creatinine on one occasion while two results of eGFR <60 mL/min per 1.73 m 2 more than 3 months apart are required for the formal definition of CKD. This may have led to an overestimate of the prevalence of impaired renal function. However, most large scale epidemiological surveys have also used one measurement of creatinine 32 . In addition, our study was prospectively sampled from well people and are thus likely to be affected by a transient fall in eGFR associated with acute illness. This is in contrast to many studies using routinely collected data to define renal function where misclassification is likely if blood tests are measured during when patients are unwell 33 . Even if we had two measures of creatinine we would not have been able to confidently assert that patients with eGFR <60 mL/min per 1.73 m 2 had 'chronic kidney disease' as the estimating equations are not validated in sub-Saharan Africa and the long-term outcome implications, on which the CKD categorisation was defined, are not yet understood in this setting. From the multivariable analysis hypertension and anaemia are likely manifestations of chronic kidney disease, so it is not unreasonable to presume that impaired kidney function is an estimate of CKD. It is also very difficult to have a repeat creatinine and urinalysis in community studies. More studies are needed to establish the utility of the second creatinine/urinary protein in establishing chronicity of kidney disease. There is also need to put this in the context of poorly resourced countries where patients are likely to be lost to follow up. The initial contact may be the only opportunity to diagnose them and put them into formal care with the aim of reducing progression to serious complications 10 .
Factors which have been traditionally associated with kidney disease in high-income countries such as smoking, alcohol intake and obesity were not associated with the presence of eGFR <60 mL/min per 1.73 m 2 in this population. This may be because of the low prevalence of these factors in the community, or may suggest that the risk factors for CKD are different in this region. Indeed, other researchers have found that the majority of kidney disease in sub-Saharan Africa is not explained by traditional risk factors 34 .
Study strengths and limitations
This was a large community-based study conducted within a well-characterized population cohort. We used the CKD-Epi equation to determine eGFR, which is thought to be the best estimate of true GFR in sub-Saharan Africa. We measured a wide range of social and anthropometric factors, chronic diseases and biochemical measurements in a structured and validated manner. In addition, our prevalence estimates have been standardized to the WHO population to enable comparability with other studies across the world.
However, there were limitations, including lack of screening for urine abnormalities (proteinuria and hematuria) which could have led us to underestimate the prevalence of kidney disease. Newer classifications of CKD require measurement of proteinuria to define kidney disease 4 . We only measured creatinine on one occasion while two results of eGFR <60 mL/min per 1.73 m 2 more than 3 months apart are required for the formal definition of CKD. This may have led to an overestimate of the prevalence of impaired renal function.
Implications of the study
Interventions for end-stage renal disease are currently limited for most countries in sub-Saharan Africa with very poor access to dialysis and kidney transplantation 9,35 . This study has established a significant prevalence of impaired renal function, highlighting the need to focus efforts on preventive strategies to delay onset and slow progression of renal disease. However, marked uncertainty remains about how best to estimate GFR in black Africans. This highlights the importance of our ongoing prospective study to determine the best way to measure renal function in sub-Saharan Africa: http://blogs.lshtm.ac.uk/ark/.
Conclusions
We found that approximately one in five adults in rural Uganda had abnormal function despite a low prevalence of diabetes and obesity. More population based studies are needed to further characterize kidney disease in sub-Saharan Africa.
Data availability
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Introduction
This part explains very clearly the importance of CKD, the unavailability of quality data and the variability of impaired renal function. . This could be included in the discussion as well. Otherwise some justification for doing the study (as stated above) are clear.
Methods
As the last statement of the introduction emphasizes on high quality sampling methods, It could be clearer how the authors sampled 5979 individuals from the 22,000 population. What was the sampling method?
The population is within a prospective cohort study. Is it not true that the data collected was cross sectional?
Discussion
The prevalence found of 1.6% is significantly low compared to the global prevalence of CKD. This needs to be discussed in light of the definitions used. Impaired renal function vs CKD. Remember while you hypothesize that the rural population have more CKD, this cohort has very low levels of decreased eGFR. The strength would be in discussing this. The second paragraph delineates why the results are not comparable, why not use studies which used the same measure of impaired renal function? Furthermore, the use of MDRD to estimate the eGFR can not explain such a huge difference in prevalence. Again, this needs to come out.
In the risk factor paragraph, the authors mention that the traditional risks are not seen. Is there CKDu?
second version.
Please find below a detailed response to each of the issues raised.
General Comments A well written article and very relevant problem being questioned. The use of a General
Population Cohort which is well documented is an opportunity to follow them up further. Use of the CKD epi formula is a good addition among published data in Africa. This work could be indexed with some additional work. I still think the article has important information to share to the scientific community even though the disease has not been defined properly. Efforts to define the link between impaired kidney function and CKD which is the assumed disease could be further made. Why is impaired kidney function a poor man's estimate of chronic kidney disease in a community study? I note that this is somewhat discussed. More is needed to justify using impaired kidney function and CKD interchangeably. One way of looking at this is from the following argument derived from the authors' data. The last sentence of the second paragraph "Late diagnosis………" appears to be an original idea/conclusion. Rural populations have lower prevalence of CKD. (Stanifer et  al., 2015 ) . This could be included in the discussion as well. Otherwise some justification for doing the study (as stated above) are clear.
Response
We have added a sentence to link impaired renal function and CKD. Please see page 4. 1 We have added a sentence to link impaired renal function and CKD. Please see page 4. We have included the issue of rural vs urban prevalence of CKD in the discussion. Please see page 14 in the discussion section.
Methods
As the last statement of the introduction emphasizes on high quality sampling methods, It could be clearer how the authors sampled 5979 individuals from the 22,000 population. What was the sampling method? The population is within a prospective cohort study. Is it not true that the data collected was cross sectional?
Response
This has been further explained in the methods section. All eligible participants were evaluated for the study with an acceptance rate of 98%. A total of 6,397 participants were identified in the two rounds the GPC (2011-2012 and 2014-2015 with 5,979 (93.5%) individuals having valid creatinine results. The 418 who did not have valid creatinine did not differ significantly from those selected. The 22,000 is the general population with only 48% older than 13 years of age. Therefore, the eligible population for the study with 18 years and older was less than 8,000 people. Furthermore, only participants available during the period of the survey are evaluated and included in studies.
Discussion
The prevalence found of 1.6% is significantly low compared to the global prevalence of CKD. This needs to be discussed in light of the definitions used. Impaired renal function vs CKD. Remember while you hypothesize that the rural population have more CKD, this cohort has very low levels of decreased eGFR. The strength would be in discussing this. The second paragraph delineates why the results are not comparable, why not use studies which used the same measure of impaired renal function? This is fair enough. Were there papers in Stanifer that used CKD epi on population samples? Furthermore, the use of MDRD to estimate the eGFR cannot explain such a huge difference in prevalence. Again, this needs to come out. In the risk factor paragraph, the authors mention that the traditional risks are not seen. Is there CKDu?
Response
Thank you for bringing these comments. We have modified the discussion to explain the lower than expected levels of impaired renal function. We have also cited studies that looked at impaired renal function which is actually most of the studies coming from SSA because they usually only do one measurement of creatinine and or microalbinuria. In the paper we say: "We found a lower prevalence of of eGFR <60 mL/min per 1.73 m in this rural setting than would be expected according to previous studies . This unexpected finding could be explained by the characteristics of the population under study. Over 66% of our study participants were less than 45 years of age yet CKD prevalence increases with age. The traditional risk factors for CKD like diabetes mellitus, hypertension, obesity, alcohol intake and smoking were quite low in our population (see table 1) ." Regarding the possibility of CKDu, we cannot be certain. Certainly our estimated prevalence is far lower than that seen in hot spots like lowland regions in Sri Lanka, Nicaragua, and El Salvador. Our collaborators in Malawi have found similar urban and rural prevalence, making a disease related to agricultural work unlikely (paper under review). Although we do not know the cause of CKD in our population we cannot be confident that it represents CKDu. This is however a good consideration that requires further exploration. that requires further exploration.
Conclusions
It was not clear from the study why more data on risk factors is needed. He is right to point out that this is always a bit of a cop out. Need a stronger finishing sentence. it is of an acceptable scientific standard.
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This well written work has the aim to alert us of the presence of kidney diseases in a rural cohort. Even though the introduction could be built towards the question of the risk factors in view of CKD unknown, the idea is to provide us with a starting point for epidemiological discussion in rural Africa.
The methodology has the strength of measuring serum creatinine using a standardized assay. And CKD Epi formula is an advantage. The main weakness is the use of one serum creatinine which actually brings up an ethical question in this General Population Cohort (1989, UK funded) especially for those found to have CKD. A report on what happened to them would be helpful. And hence the use of impaired renal function would fit more appropriately instead of CKD.
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